People with Autism Spectrum Disorder (ASD) exhibit comorbidity with anxiety. In anxiety management programs, parents take on the role of the supporter, trainer, and friend. This study investigated the views of parents on anxiety symptoms in schoolchildren with ASD using the Screen for Child Anxiety Related Disorders -Parent Version (SCARED-PV) questionnaire. The perception of parents of children of typical development (TD) was also studied. According to parental assessment, 95.6% of the children with ASD and 20% of those of TD showed anxiety levels within the clinical spectrum of the disorder. Parents have an integral role in managing anxiety in their children with ASD.
schools. Many factors make the practical application of "one school for all" difficult (Papadatos, 2010; Ghaziuddin, 2005; Gillot et al., 2001; Klin et al., 2000; Muris et al., 1998) . Every social contact can create anxiety in the children with ASD as they need to make an effort to start, maintain and complete an activity or discussion (Russell and Sofronoff, 2005; Bellini, 2004) . In this context, the school is a social minefield, provoking anxiety and aggravating each child's characteristic symptoms (O'Nions, Happé, Evers, Boonen, & Noens, 2017) . It is therefore of great importance to find ways of assessing anxiety in school children with ASD in order to design and to provide timely appropriate psycho-pedagogical intervention that will facilitate their school and social inclusion. Anxiety symptoms influence the educational performance of children with ASD and their inclusion. Parents have an integral role in managing the anxiety of their children with ASD, taking on the role of supporter, trainer and friend (Wood et al., 2009; Højgaard, Skarphedinsson, Nissen, Hybel, Ivarsson, & Thomsen, 2017) . Despite the importance of this topic, it has still not been adequately researched. Bitsika and Sharpley (2017) recently investigated the perceptions of parents on anxiety in their children with ASD. The present study was conducted with a view to replicating and expanding on their research and, contributing further insight into the anxiety of children with ASD and their parents' views of the problem.
The purpose of the study was threefold:
(i) to clarify the views of parents on anxiety in their children with ASD.
(ii) to detect possible differences in the level of anxiety in children with ASD and those of TD.
(iii) to propose suggestions for parents on the management support of their children in coping with anxiety.
Specifically, the study attempted answer the following research questions: a) What is the perception of parents on anxiety in their children with ASD? b) Are there differences in the perception of their children's anxiety between parents of children with ASD and those of TD? c) What can parents of children with ASD do to better manage their children's anxiety symptoms and how can they best support their children?
Methods
Anxiety in Greek children with and without ASD attending school was assessed by eliciting the views of their parents, and related factors were explored.
Data Collection Process
Questionnaires were distributed and collected by the researcher between September 2016 and May 2017. Parents with a child with ASD were located through the school units (mainstream or special) attended by with ASD. Parents of children of TD as a control population were approached through general education schools throughout Greece. The research questionnaires and an accompanying letter (see Appendix) detailing the purpose and objectives of the study were distributed in paper or electronic form. Participation in the study was voluntary.
Parents who were invited to participate were asked to fill in the questionnaire completely. The researcher's mobile phone was made available, prompting them to make contact for instructions and clarifications. Particular emphasis was placed on the importance of confidentiality and anonymity of information, namely that the data on the children and parents will remain anonymous and that the information will be used solely for the purposes of this study. The importance to the research objectives of the provision of the true data was emphasized.
The completed questionnaires were to be returned within 30 days of the date of their original delivery. Incomplete questionnaires or questionnaires which were received after the given deadline were excluded from analysis.
Data Collection Tools
The instrument used to elicit data on the study children by their parents was the Screen for Child Anxiety Related Disorders -Parent Version (SCARED-PV) (see Appendix). This tool calculates the anxiety of the child under consideration based on the parent's views. The psychometric properties of the SCARED-PV have been well established with parents of children of TD by Birmaher's original validation studies (Birmaher, 1997; , and subsequent research (Silverman and Olendick, 2005; Hale et al., 2011) , including with parents of children with ASD (Stern et al., 2015) . High internal consistency (a>0.9) was found in its use with both ASD and TD groups.
The SCARED-PV contains 41 closed-ended questions that follow a 3-step Likert scale: 0 = "It is not true or is rarely true", 1 = "It is true sometimes or only a few times", and 2 = "It is always true or true very often". These 41 questions are grouped into five subscales as follows: 1). Excessive Concern (Panic Disorder or Significant Somatic Symptoms -PN) This consists of the 13 questions: 1, 6, 9, 12, 15, 18, 19, 22, 24, 27, 30, 34 and 38 . The sum of the scores gives a range of from 0 to 26; a score of higher than 6 on this subscale indicates the presence of PN.
2). Generalized Anxiety (Generalized Anxiety Disorder -GD)
This consists of the 9 questions: 5, 7, 14, 21, 23, 28, 33, 35 and 37 . The sum of the scores gives a range between 0 and 18. A total score of more than 8 points on this subscale suggests the presence of GA.
3). Separation Anxiety (Separation Anxiety -SP)
The 8 questions constituting this sub-scale are: 4, 8, 13, 16, 20, 25, 29 and 31 , giving a possible score of 0 to 16. Score of over 5 indicates SOC-SP.
4). Social Phobia (Social Anxiety Disorder-SC)
The 7 questions making up this subscale are: 3, 10, 26, 32, 39, 40 and 41. The sum of the responses gives a score of 0 to 14. A score of higher than 7 is indicative of SC.
5). School Anxiety (Significant School Avoidance -SH)
This subscale is calculated from the sum of 4 questions: 19, 46, 54 and 56 of the questionnaire, with a possible score of from 0 to 8. A score of over 2 points indicates SH.
The total score for anxiety disorder is derived from the sum of the 5 subscales, with a range of from 0 to 82 units. On the total anxiety score, as on all of its individual subscales, higher scores indicate higher level of anxiety. Total scores on the SCAED-PV of 0 to 24 are considered to represent normal levels of anxiety and scores of from 25 to 30 marginal, while scores of above 30 units indicate the clinical spectrum of anxiety disorder.
The SCARED-PV was accompanied by a short questionnaire covering demographic characteristics related to the parents who participated in the study and data about the index children (see Appendix).
Statistical Analysis
A consistency check was conducted through Cronbach's alpha factor, which determines the reliability of data collection tools and their individual parts. Rates greater than 0.6 are considered satisfactory and ensure the consistency and internal validity, acting as elements of a single group. Prices from 0.6 ensure coherence of particular parts and their role as parts of a whole group (Arab et al., 2016) .
Quantitative variables were expressed as Mean ± standard deviation (SD), range [minimum and maximum values (Min -Max)], and third and fourth order (Skewness and kurtosis) of their distributions. Qualitative variables were expressed as absolute (n) and percentages (%).
Linear correlation between quantitative variables was explored using the Pearson r. The correlation coefficient r takes values between -1 and 1: the greater the absolute value, the greater the correlation between the variables. The statistical significance of the correlations is checked at significance levels a = 1% and a =5%.
For comparison of quantitative variables, Independent Samples t-test and the Kruskal Wallis test. Levene's test was used to check the hypothesis of dispersion equilibrium at factor levels, and the Kolmogorov-Smirnov test and the Runs test respectively to test the basic conditions for the regularity and independence of method errors.
The IBM SPSS Statistics 20 statistical analysis software package was used for data processing and statistical analysis.
Results

The Sample Population
The Parents
Of the 800 parents with children with ASD who were invited to participate in the study 634 parents returned completed questionnaires within the time stipulated. Most of the responses were complete but 4 were either were either incomplete or unsuitable for analysis. The study recruited 630 parents with children with ASD, of whom 307 (48.7%) were the fathers and 323 (51.3%) the mothers of the children for which they provided information. The parents of children with ASD ranged in age from 21 to 54 years, mean 33 ± 4.85 years.
Similarly, of 800 parents of children of TD approached, 207 returned completed questionnaires of children of TD of which 178 were suitable for analysis. The study included 178 parents of children of TD, for comparison. A higher proportion of mothers of TD provided information, 85.4% (n = 152), and only 26 fathers (14.6%). The parents of the children of TD were aged 39.85±5.9 years, with a range of 23-45 years. The characteristics of all the study parents are shown in Table 1 . Table 1 . Demographic characteristics of the parents who participated in the study (n = 808). The Children
Parents of children with Autism
All the children in the study were attending school, with the exception of 13 (2.1%) of the individuals with ASD who attended Centers of Creative Occupation for individuals with special needs. The characteristics of all the study children are shown in Table 2 . Of the children with ASD, 463 (73.5%) were boys and the 167 (26.5%) girls. Their age ranged from 4 to 25 years, mean age 10±3 years, and most (591, 93.8%) were in primary school. Their IQ and speech had been assessed by the personnel of Centers of Diagnosis and Differential Diagnosis and Support, who had made the diagnosis of ASD. The mean IQ of the children with ASD was 91.33±21.2, ranging from 50 to 150; 13.7% (n = 86) had no speech, 44% (n = 277) had monosyllabic speech while the remaining 267 (42.3%) had developed verbal ability.
Of the 178 study children of TD, 103 (57.9%) were boys and 75 (42.1%) were girls. They ranged in age between 5 and 13 years, mean age 9.8±3.25 years. Their IQ was not measured, but none had learning or speech difficulties.
Reliability of the data collection instrument
Reliability testing was carried out for the Scared-PV and its subscales, for the whole study sample and the ASD and TD groups. Table 3 shows the Cronbach's alpha internal coherence coefficient, which was satisfactory for all the subgroups (greater than 0.600). 
Responses to the SCARED-PV questionnaire
The parent's responses to the SCARED-PV questionnaire are presented in Table 4 , for the children with ASD, and Table 5 for the children of TD. Scores on the SCARED-PV questionnaire Table 6 shows the mean scores for the children with ASD on the SCARED-PV and its five subscales. It is of note that on the total anxiety scale, from a possible score of 82, the mean score of the children with ASD was 61±12. Their scores on the subscales were correspondingly high.
The mean scores of the children of TD on the SCARED-PV and its five subscales are shown Table 7 . On the total anxiety scale, the mean score of the children of TD was 13 ± 12, of a possible 82, with correspondingly low mean scores on the five subscales.
As described in the methodology section based on the responses to the SCARED-PV questions, the children can be classified as being in one of three levels of anxiety for the total scale, as perceived by their parents, namely "normal range", "marginal" and "clinical", while for all its sub-scales the classification is into "normal" and "clinical". Based on this classification, for the total score, 95.6% of the children with ASD were in the clinical range of anxiety, 3.8% in the normal range and 0.6% in the marginal range. Table 8 shows the distribution of the children with ASD according to the scores on SCARED-PV. Based on the same criteria, 86.5% of the study children of TD were classified in the normal range according to the total anxiety score on the SCARED-PV, 2.2% marginal, and 11.2% in the clinical range. Table 9 shows the distribution of the children of TD into anxiety categories according to the scores on SCARED-PV and its subscales. Comparison of the anxiety score on SCARED-PV and its subscales between the children with ASD and those of typical development is shown in Table 10 . The difference between the scores of the two groups of children was highly statistically significant for the total score and all the five subscales.
As shown in Table 11 , the scores of the children with ASD on all the various subscales of SCARED-PV showed strong correlation with each other. 
SH
Pearson's r 1 p-value PN = excessive concern, GD = generalized anxiety, SP = separation anxiety, SC = social phobia, SH = school anxiety * = p < 0.05, ** = p < 0.01.
Factors associated with SCARED-PV scores of children with ASD
An attempt was made to explore the relationship of a variety of factors with the level of anxiety in children with ASD, as assessed by their parents.
As reported above, the parent who completed the SCARED-PV questionnaire on anxiety in ASD was, in the case of the children, the father in 48.7% and the mother in 51.3% of cases. Table 12 shows the differences in total scores and scores on the five subscales, according to which parent completed the questionnaire. The fathers rated the anxiety level of their children significantly higher than the mothers on the total score and on the three subscales Excessive Concern (PN), Generalized Anxiety (GD) and Separation Anxiety (SP), but on the subscales Social Phobia (SC) and School Anxiety (SH) there was no difference in scores between fathers and mothers. Younger parents tended to allocate higher anxiety scores (p < 0.01).
No significant differences were found according to the marital status of the parents of the children with ASD in anxiety scores on SCARED-PV. Table 13 shows the distribution of anxiety scores of children with ASD according to the parental educational level. Higher scores were recorded for the children of parents who had completed primary school than of those who had higher levels of education in the general score and on the subscales of SCARED-PV, with the exception of Social Phobia (SC). Table 14 shows the influence of the economic status of the parents on the anxiety scores of their children with ASD. The parents who reported a higher economic status rated the anxiety of their children with ASD significantly higher on the total SCARED-PV scale and the Excessive Concern (PN) subscale, but there was no significant difference in the scores on the other subscales.
Discussion
The main purpose of this study was to assess the levels of anxiety disorder presented by school age children with ASD, in comparison with children of TD, according to their parents, focusing on the dimension of social and school stress. In addition, the relationship of factors in the family situation with the level of anxiety of the children with ASD was explored. Based on the findings, specific suggestions for parents of children with ASD are proposed on the management of anxiety, and in particular the anxiety of the child under consideration based solely on the parent's views. The psychometric properties of this instrument have been well established in children of TD by Birmaher's original validation studies (Birmaher, 1997; , and later research (e.g. Hale et al., 2011). Silverman and Olendick (2005) reviewed the evidence for brief anxiety assessment tools in the general pediatric population and determined that the SCARED is among those with the most empirical support for discriminating between anxiety and other disorders in typically developing youth. Stern and colleagues used SCARED-PV to investigate anxiety symptoms in sample of children with ASD (Stern et al., 2015) and found high internal consistency (a > 0.9) for both ASD and TD. The responses can be calculated to provide specific subscales of anxiety, namely Excessive Concern (PN), Generalized Anxiety (GD), separation Anxiety (SP), Social Phobia (SC) and School Anxiety (SH).
The study results showed that the parents of children with ASD rated that anxiety levels of their children high.
According to the total score on SCARED-PV, 95.6% of the children with ASD were classified in the clinical spectrum of the scale, compared with 20% of the children of TD. In the five subscales, over 95% of the children with ASD were classified in the clinical spectrum, with the exception of Social Phobia (SC), for which the rate was 92%.
The assessment by their parents of anxiety disorder as a whole for children with ASD has been reported in other studies (Gillot et al., 2001; Klin et al., 2000; Bitsika & Sharpley, 2017) . There is consistency in the views of parents of children with ASD in relation to the presence and magnitude of anxiety disorder in their children (Muris et al., 1998; Russel & Sofronoff, 2005; Bellini, 2004; Kuriakose & Lahiri, 2016) . The same conclusions have been drawn from the focus on school stress among school children (Griffiths et al., 2017) .
Of the factors associated with differences in the scores for the children with ASD, the fathers who had made the assessment rated the anxiety level of their children significantly higher than the mothers on the total score and on the subscales with the exception of Social Phobia (SC) and School Anxiety (SH) for which they allocated similar scores to the mothers.
The marital status of the parents was not related to differences in scores. Younger parents tended to allocate higher anxiety scores (p < 0.01). Young parents without previous experience often cannot interpret a child's behavior correctly, they might not seek for services of assessment early and they might apply wrong motivations and make mistaken approaches.
Regarding the parental educational level, the parents who had completed primary school reported higher anxiety scores for their children with ASD than parents with higher levels of education, both in the general score and on the subscales of SCARED-PV, with the exception of Social Phobia (SC). The parents' educational level may influence their perceptions and attitudes towards ASD and anxiety, and affect their ability to identify characteristics of anxiety in their children with ASD.
The parents who characterized their economic status as a comfortable financial situation status rated the anxiety of their children with ASD significantly higher on the total SCARED-PV scale and the Excessive Concern (PN) subscale. The financial situation of a family in an important factor in the management of anxiety as it influences the time that parents will seek for assessment, whether or not they seek for early intervention (O'Nions et al., 2017) .
Recommendations for Parental Support
Based on the study findings and on the relevant bibliography, several measures could be proposed for the parents of children with ASD to facilitate their inclusion into the mainstream or special school (Bitsika & Sharpley, 2017) , Parents and caregivers can "manage" the environment; they can provide a structured physical environment at home that would facilitate their children's self-motivation, understanding and relaxation, and a structured daily schedule. They can prepare the child for any possible changes (O'Nionset et al., 2017) . Parents can reduce sensory stimuli that might provoke confusion or overload in children with ASD at home (Corbett et al., 2016) , but reducing all sensory stimuli is not something can easily be managed outside of the home environment. It would thus be helpful, also to help children to cope in challenging situations. Parents can participate in the assessment of stimuli and their children's reactions. They can learn to distinguish trait anxiety from state anxiety, and possible difference in psychological stress (Edmond et al., 2017) . They can learn how the child reacts, which stimuli provoke repetitive anxiety symptoms and which cause occasional reactions (Ventola et al., 2017) . Their systematic observation of their children's situation, and the time and place when anxiety symptoms appear (e.g. when the child is tired, is hungry, cannot accomplish a task, understand stimuli, is shy with adults, is disturbed by other children, either known or unknown etc.) can help them to anticipate these situations. They can observe stimuli that trigger their children's anxiety symptoms, and avoid those particular stimuli. Control of stimuli, but also exposure of the child to them and encouraging development of the skills to cope with them, cultivation of social skills and, in general, participation of other members of the family can all help. Alternative systems of communication can facilitate expression of desires and needs as well as the expansion accumulated tension. Parents need to be well informed on the management of their children's potential manifestation of anxiety at school and cooperate with the teachers and the other staff of the school on the management of anxiety symptoms. Implementation of techniques and approaches that increase social skills and comprehension of the social environment (e.g., the circle of friends) (Yen et al., 2002) can ameliorate the behavioral responses of adolescents with ASD to perceived social threat.
Conclusions
This study showed that, as assessed by their parents, the anxiety level of school children with ASD is extremely high. Anxiety can impair the adaptation and inclusion of these children in their social environment, and in particular the school setting. Parents who are aware of their children's anxiety can help them to manage it. The practical value of the research lies in its contribution to assessing the people's with ASD anxiety symptoms and the investigation of the role of the parents.
The study revealed the perceptions of parents of the type, and levels of anxiety in their children with ASD. It showed that the family situation, including the educational and economic level of the parents influence their perception of anxiety symptoms in their children's with ASD. Parents spend many hours with their children and can influence the formation of an environment that increases their children's understanding of what is happening around them. Parental interventions can influence the adaptation and inclusion in the school social environment. Efforts could be made to inform parents with children with ASD on how to deal with their children's anxiety disorder through seminars, informative talks and printed materials.
Research Limitations
The geographic distribution of the sample can be considered as a basis limitation. Despite is the large sample size the distribution was not uniform throughout Greece, for either the ASD or the TD group. It is possible that there was some bias in the self selection of the parents of children of TD, as the rate of clinical spectrum anxiety was quite high in that group, and may not be representative of the population. Consequently, generalizations of the conclusions drawn should be made subject to caution.
No other possible causes of anxiety disorder were evaluated, such as depression, loneliness and interpersonal relationships of either the children with ASD or those of TD.
All the above limitations must be taken into account when considering and interpreting the findings of this research.
Suggestions for Further Research
All of the above restrictions could be the basis for further research to study in more detail the parental perceptions of anxiety in their children with ASD.
Future studies should ensure systematic sampling of parents of both children with ASD and those with TD, with special care to avoid self-selection sampling bias in the latter. In addition it would be of interest to elicit the views on the same child of both parents, and of parent and teacher, in order to explore more thoroughly the components of the anxiety in the children with ASD.
Screen for Child Anxiety Related Disorders-Parent Version
My child 0 It is not true or is rarely true 1 It is true sometimes or only a few times 2 It is always true or true very often 31. He/She is worried that something bad will happen to his/her parents. 32. He/She feels shy with people who does not know well. 37. Worries about things that have already happened.
He
38. When scared feels dizzy. 39. He/She feels nervous when he/she is with other children or adults and he/she has to do something while they look at it. (Example: to read loudly, to speak, etc.). 40. Feels nervous when going to parties, dances, or other places where there are people who he/she does not know well.
Is very shy.
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